Camp Good SAM
CAMP APPLICATION

June 15-17, 2012
Camper’s Name: ___________________________________________         Birth Date: __________________

Camper prefers to be called: _______________________________ Sex:   M___    F___
Age: _____________ 

Address: _________________________________________________________________________________



     Street

                  City


   State

     Zip Code

School: ___________________________________________     Grade in Fall 2012: _____________________
Siblings(list names/ages):____________________________________________________________________

Parent/Guardian Email Address:  ______________________________________________________________
	Parent/Guardian #1 *
	Parent/Guardian #2 * 

	Name:
	Name:

	Home Phone:
	Home Phone:

	Work Phone:
	Work Phone:

	Cell Phone:
	Cell Phone:

	Relationship to camper:
	Relationship to camper:

	Does this person reside with camper?  

Yes ___
No ___
	Does this person reside with camper?  

Yes ___
No ___

	Can the child be released to this individual?

Yes ___
No ___
	Can the child be released to this individual?

Yes ___
No ___

	Emergency Contact #1 (other than parents) *
	Emergency Contact #2 (other than parents) *

	Name:
	Name:

	Home Phone:
	Home Phone:

	Work Phone:
	Work Phone:

	Cell Phone:
	Cell Phone:

	Relationship to camper:
	Relationship to camper:

	Can the child be released to this individual?

Yes ___
No ___
	Can the child be released to this individual?

Yes ___
No ___


* Photo ID must be presented before your child will be released to this person.

List any additional person(s) to whom your child can be released: _____________________________________

_________________________________________________________________________________________
How did you hear about Camp Good SAM? ______________________________________________________
Child’s T-shirt size (please circle one):    
                                                                                                                  

Children:  S(6-8)
M(10-12)
L(14-16)

Adult:   S      M      L      XL

BEREAVEMENT HISTORY
Please include as many details as possible when answering.  Attach additional pages if necessary.

1.  Name of the person who died:  _____________________________________________________________

     Relationship to child:  __________________________________________ Date of death:  _____________

     Cause of death:  __________________ Child’s age at time of death:  _____ Age of person who died:  _____

2.  Please describe the relationship between the child and the person who died:  _________________________

     ______________________________________________________________________________________

     ______________________________________________________________________________________

3.  Where did this person die?  Home _____ Hospital _____ Hospice _____ Other ____________________

4.  Was the child present at the time of death?  _____ Please explain the circumstances:  _________________

     ______________________________________________________________________________________

     ______________________________________________________________________________________

5.  Was there a funeral or memorial service?  _____ Did the child attend the service?  _____

     If yes, what was your child’s reaction to/or comments about the service?  ____________________________

     ______________________________________________________________________________________

6.  Has your child received any professional counseling/grief support (school counselor, psychologist,  

     psychiatrist, pastor, peer support group)? _____ If yes, is support currently provided?  _____

     Please give approximate dates when support started and ended.  ______________________    

7.  Has your child experienced any other recent losses?  _____  If yes, please describe:  __________________

     ______________________________________________________________________________________

8.  Please list any other changes/stresses in your child’s life (divorce, remarriage, relocation, illness)?  _______

     ______________________________________________________________________________________

9.  Do you and the child talk about the deceased?  _____  
10. Describe how the child indicates that he/she is grieving.  _________________________________________

     ______________________________________________________________________________________

     ______________________________________________________________________________________

11. Has the child said or done anything recently that has you concerned?  _____  If yes, please explain:  _____

     ______________________________________________________________________________________

     ______________________________________________________________________________________

12. Have you and the child talked about him/her attending Camp Good SAM?  _____

13. What, if any, concerns does the child express?  ________________________________________________

     ______________________________________________________________________________________

14. What, if any, concerns do you have about the child coming to camp?  ______________________________

      ______________________________________________________________________________________

15. Has the child ever: 
Spent a night away from home?  _____  
Attended a day camp?  _____  

      


Attended an overnight camp?  _____

16. Is there anything we should know about the child’s religious beliefs or faith practice?  __________________

     ______________________________________________________________________________________

17. Does your child swim?  _____ Level:  Beginner_____ Intermediate_____ Advanced______

18. Please list your child’s interests/sports/hobbies.  _______________________________________________

     ______________________________________________________________________________________

19. Is the child afraid of dogs?  Yes  ____  No  ____

20. Is there anything else we should know to better serve the child?  __________________________________

     ______________________________________________________________________________________

REACTIONS TO THE LOSS

Has the child exhibited any of the following behaviors since the death? (Check all that apply.)

___Lack of energy

___Withdrawn/Isolation

___Depression

___Suicidal thoughts/talk

___Difficulty concentrating

___Causing harm to self

___Loss of interest in activities

___Inappropriate sexual         
     behavior

___Special fears

___Clinging to parent/sibling

___Worries about safety of

      self or others

___ Hyperactive/impulsive

___Grades declining

___School behavior problems

___Home behavior problems

___Running away from home

___Headaches/stomach aches

___Sleep disturbances (Sleep

     walking, Nightmares, Bed-

     wetting)

___Belief that death was his or

     her fault

___ Belief that death is a 

      punishment

___ Weight increase

___ Weight decrease

___ Peer difficulties

___ Drug/alcohol use

___ Causing harm to others

___ Lying

___ Stealing

___ Destruction of property

___Anger

___Denial about death

___ Regression

___Always trying to be in 

     control or perfect

___Changes in self image

___Desire for constant 

      Attention

MEDICAL INFORMATION
Child’s Name:_____________________________________________________________  

Parent/Guardian’s Name:____________________________________________________
Mother  ___  Father  ___  Legal Guardian  ___ (check one)
My child has the following health issues and/or problems:___________________________________________

_________________________________________________________________________________________

My child has the following allergies (including food, medication, and all other allergies):____________________
_________________________________________________________________________________________

My child has a hearing impairment: ___Yes ___No   
My child wears glasses/contacts: ___Yes ___No

My child takes the following prescription and/or non-prescription medications: (Please list instructions for any medications the camper will have with him/her while in camp.  All medications must be in the original prescription bottles and MUST be given directly to the Camp Nurse.) ______________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

I give my consent for the camp nurse to administer the following medications to my child as needed:

___Acetaminophen (Tylenol) 
 ___Ibuprofen (Motrin) 
 ___Pepto Bismol 
 ___Benadryl Allergy

Parent/Guardian Signature:____________________________________________  Date:__________________
As the parent/legal guardian of the above named child, I give permission for him/her to engage in all prescribed camp activities except as noted by me and the examining physician.  I give full authorization to Camp Good SAM staff or agents to secure medical care or treatment for said youth.  This treatment may include assistance from the nearest physician, medical clinic, hospital, trained nurse, EMT, or other heath care professional in the event of an illness or injury that requires immediate attention as determined by Camp Good SAM staff.  In the event of an emergency and I cannot be contacted, I give permission to the treating medical institution and /or medical providers to render any medically necessary care for my child.  I further authorize Camp Good SAM and its agents to disclose any and all information they deem appropriate and as necessary to secure appropriate care for my child.
I agree that I am responsible for any such care rendered to my child and will apply my own hospitalization and/or accident insurance toward the payment of expenses incurred and will indemnify and hold harmless Camp Good SAM for such care or related costs or expenses.

I give my permission to Camp Good SAM staff to share any information contained in this application with the staff and volunteers who will be working with my child.

Parent/Guardian Signature: ____________________________________________  Date:_________________
Health Insurance Information
Company: __________________________________________   Company Phone Number: _______________

Policy Holder’s Name: __________________________________________________

Policy Number: _____________________________________ Group Number: _________________________  
Acceptance to Camp Good SAM will be on a first come basis.  Return form as soon as possible to:

Camp Good SAM, Good Samaritan Hospice, 3500 Brooktree Rd, Suite 320, Wexford, PA 15090
CAMP GOOD SAM MEDICAL INFORMATION
The following information must be completed by camper’s physician.

Camper’s Name: ____________________________Exam Date: __________ Height: ______Weight: ________
Operations or Serious Injuries (Please include dates): ______________________________________________

_________________________________________________________________________________________

Chronic or Recurring Illness: __________________________________________________________________

_________________________________________________________________________________________
Activities to be discouraged (due to health): ______________________________________________________

_________________________________________________________________________________________

Findings

S = Satisfactory

X = Not Satisfactory

O = Not Examined

____ Ears

____ Nose

____ Throat

____ Heart

____ Lungs

____ Abdomen

____ Eyes

____ Skin

____ Feet

____ Other

Immunization History

List the date of last immunization/booster
____ Tetanus

____ DPT

____ Polio (Sabin)

____ Polio (Salk)

____ Typhoid

____ Diphtheria

____ Measles (Live)

____ Mumps (Live)

____ German Measles

____ Tuberculin Test

____ Hepatitis B

____ Varicella

Health History (Please give approximate dates)

____ Polio

____ Mumps

____ Hernia

____ Asthma

____ Measles

____ Diabetes

____ Sinusitis

____ Bronchitis

____ Pneumonia

____ Bed Wetting

____ Ear Trouble

____ Convulsions

____ Headaches

____ Chicken Pox

____ Appendicitis

____ Sore Throats

____ Constipation

____ Heart Trouble

____ Scarlet Fever

____ German Measles

____ Stomach Upsets

____ Fainting Spells

____ Rheumatic Fever

____ Epileptic Seizures

____ Menstrual Cramps

____ Allergies

____ Other
I have examined this camper and it is my opinion that he/she is physically able to engage in camp activities except as noted: ___________________________________________________________________________

_________________________________________________________________________________________

Physician Name: ________________________________________________ Phone: ____________________

                                                (Please Print)

Physician Signature: _____________________________________________ Date: ______________________
Return form to: Camp Good SAM, Good Samaritan Hospice, 3500 Brooktree Rd, Suite 320, Wexford, PA 15090
FAX 724-933-8844
